goid may occur in association with carcinoma of bronchus, uterus and colon (Rook & Waddington 1953) . No evidence of carcinoma has been found in this case. The joint changes, finger clubbing and chest X-rays suggest a systemic rheumatoid disease with satisfactory response to steroids. This is the first case of pemphigoid associated with rheumatoid arthritis which has been de- scribed. The severe eosinophilia and reticulate lung shadowing suggest that the two diseases may be associated, although a chance relationship cannot be excluded. 1959 . Previously in RAF, 1956 -9 Symptoms: In 1955 he began to experience an occasional pain just below the umbilicus. The pain became more frequent in 1961, occurring about every four weeks and lasting for five or six hours at a time. About September 1962 he began to experience an empty feeling soon after meals, rapidly followed by abdominal pain; it was relieved by rest in bed and by atropine methonitrate and belladonna.
Other symptoms included regurgitation of acid, flatulence and occasional -'coffee-ground' vomiting. Bowel action normal. Weight steady. Family history: There is a marked family history of dyspepsia. Of six siblings, one brother had a partial gastrectomy for duodenal ulcer at the age of 25. The only sister had a proven duodenal ulcer. One brother has a long history of dyspepsia without radiological evidence of an organic lesion; two others have dyspeptic symptoms. Clinical findings: Tenderness on deep palpation in the epigastrium. Investigations: Barium meal (Dr Patrick Purcell jr, 17.1.63) showed the stomach to contain a very large resting secretion. No barium entered the duodenal cap for about eight minutes. There was exceedingly slow passage of the contrast, and the duodenal cap could not be adequately shown. The pyloric canal appeared elongated and narrowed due either to an ulcer or possibly to an adult type pyloric hypertrophy.
Repeat barium ineal (Dr Purcell, 28.2.63) showed that the stomach was again filled with resting secretion and there was very slow passage of the barium into the duodenal cap. The pylorus still appeared elongated and abnormal. 25.3.63: Hb 95 %. Blood group A. Rh positive. ESR 2 mm in 1 h (Westergren). Progress: A pre-operative diagnosis of hypertrophic stenosis of the pylorus was made. At operation there was considerable muscular thickening of the pylorus with no evidence of peptic ulcer. Pyloroplasty was performed and the patient made an uneventful recovery.
Comment
This case presented with an atypical peptic ulcer syndrome beginning in early adult life (Bockus 1943) . Radiological features suggesting the diagnosis were smoothness in outline of the pyloric canal and marked concavity of the base of the duodenal cap as described by Kirklin & Harris (1933) .
Mediastinal Cyst R F Jowers'BM (for Leo Gilchrist MD MRCP) D H, male, aged 37 History: Admitted on 19.1.63 following a hmmatemesis. He had taken two Phensic tablets for a headache earlier in the day. No history of indigestion. Past history: Pneumonia at age 5 with complete recovery. For the past twelve years he had noticed that on stooping or lying on his left side he coughed up 3-10 ml of green viscid fluid. Investigations: Barium meal (30.1.63) showed a deformity of the duodenal cap but no ulcer. Chest X-ray (19.3.63) showed a large air-containing sac with a fluid level, in the right superior mediastinum adjacent to the aortic arch and deviating the trachea to the left. CEsophagoscopy (19.3.63) showed some debris in the thoracic cesophagus but no opening into the wall. Bronchoscopy revealed a right middle-lobe bronchus about two-thirds the normal size, oozing thick pus which on microscopical examination showed mucus, debris and a few polymorphs; culture produced a scanty growth of Strep. viridans. Bronchogram normal.
Diagnosis: Aspirin-induced hmatemesis. Mediastinal cyst.
-Treatment and progress: Following admission he was transfused 3 pints of blood and had no further heematemesis or melkna. The mediastinal cyst was an incidental finding. Operation has been advised and he is shortly to undergo a thoracotomy.
Clinical Section 923 Comment
The differential diagnosis lies between a bronchial cyst and an cesophageal reduplication; operation has been advised because of the-possibility of future pulmonary infection. The 'blackouts' occurred about twice a week initially. They came on only when the patient was standing, and were sometimes precipitated by over-exertion but were not related to meals. In them she felt her heart beating all over her body, could not hear distinctly or keep her eyes open, trembled violently but never lost consciousness. Afterwards she felt hot but did not sweat.
She also complained of four attacks of aural hallucinations in which a voice usually told her to stop something she was then doing. At times, when visiting unfamiliar places, she experienced the sensation of having been there before.
No history of rheumatic fever or chorea but frequent attacks of tonsillitis in childhood. No family history of epilepsy or cardiomyopathy. On examination: Slightly enlarged thyroid with no clinical evidence of toxicity. Tonsils enlarged. Pulse irregular; blood pressure 120/80. Cardiac impulse normal with an ejection systolic murmur in the mitral area.
ECG showed numerous ectopic ventricular beats with occasional parasystolic rhythm and varying P-R intervals with inverted P waves. The T wave was inverted in V2-4 with S-T depression in V5-6. Chest X-ray showed slight left ventricular enlargement. Treatment andprogress: She was given quinidine sulphate gr 5 q.d.s. without benefit. She subsequently responded well to potassium chloride 1 g t.d.s. and procainamide 250 mg five times daily, the arrhythmia becoming less marked and the attacks of syncope less frequent.
In September 1961 she resumed work as a telephone operator, and continued well until February 1963 when she was found to be 11 weeks pregnant. Since then she has had no further attacks of palpitations or syncope and is only dyspnoeic on hills and stairs. Further investigations: EEG (31.8.61) within normal limits for her age.
25.2.63: Hb 13 6 g %. ESR 12 mm in lh (Wintrobe). WBC 12, 000 (neutros. 8, 760, eosinos. 120, monos. 600, lymphos. 2, 520 History: Referred at 22 months of age on account of cough and wheezing since infancy. Two siblings had previously died in infancy from suppurative pneumonia and had had foul-smelling stools, but tests for fibrocystic disease of the pancreas had not been carried out. The present patient had always had, in addition to a cough, bulky foulsmelling stools and on several occasions prolapse ofthe rectum. On examination (1957): Well nourished; weight 11 5 kg. Signs of mild respiratory infection with inspiratory recession of the costal margins. The abdomen was large and the liver palpable but not abnormal. The stools were bulky, pale and rancid. Investigations (1957) : Chest X-ray showed partial de-aeration of the right lower lobe, but no other specific changes. Fmcal trypsin (gelatin digestion) 1 in 25. FRcal fat (total) 40 % dried feeces. Sweat electrolytes: sodium 100, chloride 96. -mEq/l. Serum proteins: total 6-5, albumin 5, globulin 1 5 g/100 ml. Progress and treatment: Treatment initiated at the time of diagnosis and continued until the present has consisted of pancreatin granules orally, postural coughing and drainage and systemic antibiotic therapy, decided by the bacterial sensitivities of the sputum. In order to achieve maximal control, it has been necessary to increase the dosage and duration of treatment (Table 1) .
Throughout last winter she received erythromycin in a dosage of 75-100 mg/kg/day, which
